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El8071 Embolism in Infective Endocarditis: Differences inProsthetic snd Nstive Valve Involvement
S. Schunemann, G.S. Werner, S. Andreas, H. Kreuzer.
Geo&r-August-UniveffiiOt Goeftingen, Germany
Embolism isa major determinant of the clinical course of infective endocardi-
tis (lE). In order to analyze risk factors leading to embolism we reviewed
the clinical records of 140 consecutive patients with IE. The patients had
a definite diagnosis of left-sided IE according to the Duke’s criteria. Native
valve IE (NVE) was observed in 99 patients, late prosthetic valve IE (PVE) in
41 patients with two recurrent episodes. While patients with NVE were kept
on low-dose heparin with normal partial thromboplastin time (PTT), patients
with PVE were put on high-dose heparin with PTT in a range of 60 + 10s.
Major embolism occurred in49episodes of IE (35%), cerebral embolism con-
stituted 57% of these embolic events. Embolism was more often observed
in patients with double valve IE as compared with single valve IE (53% “vs.
30%; p < 0.05). Staphylococcus aureus was significantly associated with a
high rate of embolism (11 of 20 [55%]; p < 0.05). Patients suffering from
embolism were younger (54 + 16 years vs. 60 * 13 years; p < 0.05), and
they reached a higher maximum body temperature (39.5 + 0.69Cvs. 39.1 +
O.PC; p c 0.01). In PVEembolism occurred Iessfrequently as compared with
NVE (38% vs. 20%; p -=0.05). Transesophageal echocardicgraphy revealed
larger vegetations in NVE as compared with PVE (15 + 6 mm vs. PVE: 11
+ 6 mm; p < 0.05), and they were more often pedunculated in NVE (60Y0
vs. 31%; p < 0.05). The in-hospital mottality was 12Y0in patienta without
embolism and 38Y. in those with embolism (p < 0.05): The two-year mortality
rates were 17Y0and 43%, respectively (p < 0.01). In NVE embolism was the
major predictor of in-hospital mortality (with embolism 45%, w/o embolism
10%), whereas this effect was less pronounced in PVE (29% vs. 19%).
The rate of embolism was lower in PVE as compared with NVE, probably
due to differences in vegetation characteristics. Emboliam was the principal
prsdiotorof prognosis in NVE, whereas its effect on the outcome in PVE was
less pronounced.
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m8072 Risk Factors for Recurrence, Cardiac Operation andDeath in the Late Follow-up after Infective
Endocarditis
A.J. Mansur, C.M.R. Dal B6, M. Grinberg, G. Bellotti, F. Pileggi. Hear?
Institute, University of .%o Paulo, Brszil
In order to study the rate of recurrence, cardiac operation and motlality
after infective endocarditis, we studied 420 patients after hospital discharge,
followed up to 17 (6.1 + 4.3) years. The ages ranged from 2 months to
83 (34 + 17) yeara; 270 (64%) were male and 150 (36%) female. The
infecting microorganisms were the streptococci in 237 (56%) patients, the
staphybcocci in 91 (22%), other in 34 (6Yo)and undetermined in 56 (14%)
(negative blood cultures); 329 (76%) were native valve endocarditis. The
treatment was surgical in 149 (35%),patients. The follow-up was ascertained
in 392 (93.3%) patients, analyzed through survival curves (Kaplan Meier),
risk factors and risk ratio (RR) (Cox). After hospital discharge, recurrent
endocsrditis occurred in 52 (12.3~o) patients, 83 (19.7%) were operated
upon and 98 (23.3%) died. The probabilities of survival free of recurrence,
cardiac operation and death in the follow-up were:
Event-freeprobability 5 yeara 10yeara 15 years
Rs$wrsntendocarditiS 75.6 + 2.4 54.6 + 3.6 48, t + 4.3
Cardiac operation 67.5 + 2.7 46.9 & 3.7 31.6 + 6.3
Dsath 79.6 * 2.3 65,1 + 3.4 56.6 & 4.0
All evsnta 46.5 & 3.4 t7.9 k 3.2 6.0 + 4.5
The risk factors for recurrent endocarditis were increasing age (RR:I.02)
and male sex (RR:I.61), for operation were recurrent endocarditis (RR:l.62)
and prosthetic valve infection (RR:I .61) and for death were increasing age
(RR:I.03) and recurrent endocarditis (RR:206). Thus, recurrent endocarditis
wee the moat important factor for cardiac operations and death in the late
follow-up after successful treatment of infective endocarditis.
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Infectious Endocarditis Related to Human
Immunodeficiencv Virus Infection. A Clinical and
Echocardiograph~cStudy
1.Arroja, J. Azevedo, A.K. Jacques, F. Borges, M.J. Campos, A. Borges,
C. Araujo, K. Mansinho, V. Araujo. Laboratorio de Ecocerdiografia, Servigo
de Cardiohgia, Servi~o da Doengas hfeciosas Hospital Cantrd de “Egas
Moniz”, Lisbon, Por?ugal
Infectious endocarditis (IE) related to HIV infection is a serious complication
in the course of HIV infection and AIDS. The purpose of this prospective
clinical and echocardiographic study was to analyze the prevalence and
clinical characteristics of IE in a HIV population. We considered age, sex,
weigh, height, race, HIV type, risk factors, type of opporwnist infections,
type of IE agents, CDC classification, CD4/CD8, fJ2-globulin, therapeutics
(MT) and mortality. We analyzed using 2-D, M-mode and Doppler echo-
cardiography the left atrial dimension (LA/mm), left ventricular end diastolic
(DD/mm) and end systolic (SD/mm) diametere, left ventricular percentage
of fractional shortening (FS%), endiastolic dimensions of the interventricular
septum (lVS/mm) and left ventricular posterior wall (PW/mm), IE vegetation
valve number and location, the presence and degree of associated valve
regurgitations. We studied a total number of 334 patients, 72% male gender,
mean age 33.7 + 10.3 years old (17-69 years), with the diagnosia of HIV
infection. Results: This population was divided in 2 groups according to the
presence of echocardiographic IE: IE Group, n = 294 pta-87.8%, mean age
34.4 + 10.5 (17-69 years), 73% male gender, 55% IV drug abuser with a
mean time of HIV infection of 27 + 22 months, and IE+ Group, n = 40 pts-
12.0%, mean age 27.6 * 10.2 (19-54 yeara; p = 0.02), 62% male gender (p
= 0,02), 95% IV drug abusers (P < 0.01), with a mean time of HIV infection of
16 + 10 months (p = 0.01). A total number of 45 vegetations was detected,
with a maan number of 1.1 + 0.5 vegetations per patient (l-3), 90% (36/40)
were single, 7.5% (3/40) double and 2.5% (i/40) triple valve vegetations.
Concerning the valvular location, 51% (23/45) were located at the tricuspid
valve, 24.5% (11/45) at the mitral valve, i5.5~o (7/45) at the aortic valve and
8.8% (4/45) at the pulmonic valve. Staphylococcus aureus was responsible
for 80Y0of HIV cases, but Streptococcus was present in’10%, candidas albi-
cens in 5% and enterococus in 5%. cOr7ChJSiOn: The prevalence of valvular
infectious endocerditis was common in patients with the HIV infection. In our
HIV peculation, infectious endocarditis was more frequent in young white
heterosexual IV drug abuser patients and female gender during early stages
of this disease compared to general HIV population.
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Fj Valve Ring Abe~ssinEndocarditis: istheMedica[
Treatment Possible?
C. Tribouilloy, V. Ruiz, R. Roudaut, J.-C. Eicher, B. Denis, J.-R. Lusson,
M. Peltier, J.-P. Quere, J.-L. Rey,J.-P. Lesbre. University of Arrriens,
Bordeaux, Clemront-Farrand, Dijon and Grenobla, France
Patients with pen-annular abscess (PA) represent a high-risk group and
are usually referred to early surgery. The aim of this multicentric study was
to identify factors predicting favorable outcome after medical management
of PA. 28 initially medically treated pts (64 + 16 years) hospitalized for
active endocarditis and PA diagnosed at tranethoracic or traneesophageal
echography (TEE) were included. Medical therapy was given because of a
decision of the medico-surgical team (n = 9), high surgical risk (n = 12), or
patient refusal of surgery (n = 7). Outcome was favorable in 18 pts (Group 1)
and unfavorable in 10 (Group 11)due to death (n = 9) or subsequent surgery
(n= 1). Follow-up in Group I was 33 & 18 months and 15+ 10 months in
Group Il. Univariate analysis showed significant differences between Group
I and Ii, respectively, for age (59 + 18 yr ve 72 + 10, p = 0.04), delay to
apyrexia after antibiotics (4.3 + 2.8 ve 8.3 =E2.4 days, p -=0.0008), heart
failure (1 vs 7, p = 0.003) grade 3-4 valvular regurgitation (VR) (1 vs 6,
p < 0,04), and surface area of the PA (1.5 + 1,2 vs 5.4 + 6.4 cm2, p <
0.03). Independent predictors of outcome at multivariate analysis were by
decreasing order: heart failure at admission, delay to apyrexia, PA surtace
area, and age. Outcome was favorable (follow-up 33 + 10 months) in all pts
with PA swface area <1.5 cmz, no heart failure, no grade 3-4 VR, delay to
apyrexia <8 days on antibiotics and no staphylococcus positive blood culture.
In conclusion, medical management of PA may be indicated in selected pts
with rigorous clinical, bacteriological and TEE surveillance. Further studies
are needed to precisely indentify treatment and surveillance criteria.
